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Preferred Clinician Communication About Stopping Cancer Screening Among Older US Adults: Results From a National Survey
Clinical practice guidelines recommend against routine cancer screening in older adults in whom the potential harms of screening outweigh the benefits, which are often defined by specific age or life expectancy thresholds.
1,2 However, many older adults who meet these thresholds for stopping routine screening continue to undergo screening for breast, prostate, and colorectal cancers. 3 One contributor to this discrepancy may be that clinicians are uncomfortable discussing cancer screening cessation. This project aimed to identify older adults' preferred communication strategies for clinicians to use when discussing stopping cancer screening.
Methods | We conducted a cross-sectional survey using a probability-based online panel (KnowledgePanel) representative of US adults. KnowledgePanel is a product of GfK, a survey research firm, and panel members are recruited by random digit dialing and address-based sampling. Among 1272 eligible panel members (aged ≥65 years, English-speaking) invited to participate, 881 (69.3%) completed the survey in November 2016. We used the best-worst scaling method to test the participants' preferences for 13 different phrases that a clinician may use to explain why a patient should not undergo a routine cancer screening test. 4 The phrases were identified from previous qualitative interviews with older adults and primary care physicians 5, 6 and literature review ( Figure) . Participants were randomized to questions about prostate or breast cancer screening or colorectal cancer screening. As noted at the b Typically nuclear score 2 (moderately expressed nuclear features of papillary thyroid carcinoma). In tumors with florid nuclear features of papillary thyroid carcinoma (nuclear score 3), the entire tumor should be examined to exclude the presence of papillae. Molecular testing for BRAF V600E and other mutations or immunohistochemistry for BRAF V600E is advisable but not required for tumors with nuclear score 3.
c Requires microscopic examination of the entire tumor capsule interface.
d High mitotic activity, defined as 3 or more mitoses per 10 high-power fields (×400).
e Secondary criteria are helpful but not required for NIFTP diagnosis.
beginning of the online survey, completion of the survey served as consent to participate in the research study. This project was approved by a Johns Hopkins School of Medicine Institutional Review Board. Best-worst scaling is a stated-preference research method that allows relative preferences to be quantified and compared across objects, which is not possible with traditional Likert scales. 4 We constructed 13 choice tasks, each displaying 4 of the 13 phrases, and asked participants to choose 1 best phrase and 1 worst phrase in each choice task. A standardized score was calculated for each phrase by dividing the sum of assigned values (1 each time a phrase was chosen as best, −1 each time chosen as worst) by the number of times the phrase was presented in the survey. The score indicates the relative strength of the preference for a phrase and ranges from −1.0 (least preferred) to 1.0 (most preferred). Survey weights were applied to adjust for nonresponse and oversampling of African Americans. All statistical analyses were performed using Stata version 13 (StataCorp).
Results | The mean (SD) age of the 881 participants was 73.4 (6.1) years, and 464 (55.2%) were female. Five hundred seventy-six participants (77.2%) were white, non-Hispanic; 216 (8.8%) were African American, non-Hispanic; 47 (8.2%) were Hispanic; and 42 (5.8%) were of another race/ethnicity. Six hundred thirty-one participants (66.0%) had undergone a mammogram or prostate-specific antigen test within the preceding 2 years or a colonoscopy within the preceding 10 years (Table) . The most preferred phrase to explain stopping cancer screening was "your other health issues should take priority" (mean score, 0.41; 95% CI, 0.39-0.43), and the least preferred option was "the doctor does not give an explanation" (score, −0.42; 95% CI, −0.44 to −0.40) (Figure) . Other more preferred phrases included references to guidelines, older age, the lack of benefit, and the high risk for harm from the screening test. Less preferred were phrases that mentioned life expectancy, the discomfort or inconvenience of the screening test, and the clinician not bringing up a discussion of cancer screening. Separate analyses by cancer screening type found minimal differences in the preference rankings or the standardized scores of the phrases across cancer screening types.
Discussion | This is the first study, to our knowledge, to characterize and quantify older adults' preferences for how clinicians can discuss stopping breast, prostate, and colorectal cancer screenings. Although the study relied on a hypothetical scenario, this approach allowed us to elicit perspectives from a large national sample. Consistent with results from an earlier qualitative study, 5 we found that the most preferred explanation centered on a priority shift to focus on other health issues. Explanations that mentioned guidelines and that mentioned older age were also highly rated, whereas mentioning life expectancy ranked low. Clinical practice guidelines increasingly advocate using life expectancy to inform cancer screening recommendations, 1,2 and our findings highlight the importance of communicating these guidelines in language that is acceptable to and preferred by patients. In particular, framing the discussion around lack of benefit, without necessarily mentioning life expectancy, may be a more appealing communication strategy. Simply omitting discussion about cancer screening as a way to stop screening was not a preferred approach, which raises an ethical dilemma about whether an opportunity to discuss stopping cancer screening should at least be offered by clinicians.
